S ince the 1880s there have always been a few surgeons who devoted special attention to rectal and colonic surgery, particularly in Britain with exponents such as Salmon, Miles, Dukes, Lockhart-Mummery, Naunton-Morgan, Milligan and Lloyd-Davies. Until lately, the vast bulk of bowel surgery remained in the hands of general surgeons, but the past couple of decades have witnessed a striking change whereby colorectal surgery is the chief attraction for many surgeons. This highly beneficial development raises the question whether colorectal surgery is best practised as an exclusive specialty or as a special interest within general surgery. In the USA, with its 29 or 30 departments of colon and rectal surgery in major centres and over 1500 exclusive colorectal specialists, surgical practice confined entirely or largely to the large bowel has been widely accepted. By contrast, in most European countries, including Britain, nearly all surgeons engaging in colorectal surgery have also had a strong commitment to general surgery. Thus, even at St Mark's Hospital (now in Harrow), which devotes itself exclusively to rectal and colonic surgery, nearly all the surgeons up to the last decade and a half held major appointments as general surgeons at other hospitals. The outstanding exception was Percy Lockhart-Mummery, who in the 1920s and 1930s made abundant contributions.
The model strongly favoured in the UK was of a highly versatile general surgeon, capable of performing not only all the operations of colorectal surgery but also most of the usual procedures in several other recognized areas within general surgery--gastric, hepatobiliary and pancreatic surgery (including Whipple operations and liver resections), breast surgery, neck surgery--all done, of course, with complete aplomb and yielding very challenging results! Well, whatever validity may have attached to that concept 20 or more years ago, at this time of increasing specialization nobody should expect even an operating virtuoso, with experience spread thinly over numerous segments of complex surgery, to equal the performance of surgeons who specialize--as illustrated by the astonishingly low operative mortality and morbidity for pancreatic and hepatic resections now being reported by leading authorities ~'2. Some concentration of effort has clearly become essential, and my strong view is that few surgeons can practise at the highest level in more than one or possibly two of the main subsections of general surgery--though, admittedly, a range of simple procedures may be feasible with acceptable competence. It is noteworthy that most of the now exclusive surgical specialties, such as urology, cardiothoracic surgery, neurosurgery, and orthopaedics, evolved in exactly the same way that colorectal surgery seems to be going in many centres--by being accepted initially as a special interest within the ambit of general surgery, and eventually acquiring independent status.
What happens in actual practice after the appointment of a consultant general surgeon who has a strong special interest in, say, colorectal surgery, hepato-biliary surgery, or breast surgery? If the appointee is any good at the subspecialty, before long he or she will be doing a steadily increasing amount of work in that sphere and progressively less in other areas. The end-result is a surgeon whose major operations are almost confined to the subspecialty and whose ventures outside it may be unimpressive and even frightening to behold. My former role models and chiefs, such as Miles, Gabriel, Naunton-Morgan, Milligan and Lloyd-Davies, though all listed as general surgeons, did little outside colorectal surgery during their last 20 or so years of practice. Let me add a personal note. In my early years as a consultant at St Mary's and St Mark's Hospitals in London, I was very much a general surgeon, with strong interests not only in colorectal surgery but also in surgery of the stomach and duodenum, of the pharynx and oesophagus and of the thyroid, and in addition of course was prepared to tackle all the ordinary conditions then grouped under the heading of general surgery. However, as my career progressed and I moved to the chair of surgery in Leeds--partly, I may say, in the hope of being better able to maintain my general interests--colorectal surgery came to dominate my practice and I was eventually doing little else. Although I have for many years spoken up for the development of colorectal surgery within general surgery, partly in the belief that this arrangement encourages a more open-minded and versatile and innovative approach, when I look at colorectal surgeons GOLIGHER Dis Colon Rectum, June 1997 who have taken one path or another, I have to admit that the way their specialism has evolved seems to make little difference to their abilities and contributions. Is there any published evidence that the outcome of operations for colorectal cancer, and specifically carcinoma of the rectum (the most difficult tumour), is better when the treatment has been undertaken by a surgeon with a special interest and wide experience? This strongly held suspicion has been hard to establish for lack of appropriate clinical data. Two follow-up surveys 3'4 on this issue might have been expected to provide objective information, but this hope was not fully realized. One s showed clearly the great variations in the immediate and long-term results achieved by different general surgeons in the same hospital but the influence of experience in colorectal surgery could not be examined because none had a special interest in that subject. This survey can also be criticized for the small number of patients (645 cases, 13 surgeons). The second study 4 was on a somewhat larger scale (1054 patients) and dealt exclusively with elective rectal excisions. Unfortunately it has reached only one-year review. Overall one-year survival was 82%, with no statistically significant relationship with the surgeon's case volume or declared special surgical interests. Again there was no relationship between local recurrence at one year (13%) and case volume. However, surgeons with a special interest in coloproctology or gastroenterology, as exhibited by membership of relevant societies and associations, had significantly lower recurrence rates than did general surgeons or surgeons with mainly non-gastrointestinal interests (10% versus 15%, P < 0.02). When only curative excisions of Dukes' C carcinomas were considered, recurrence rates were 10% versus 20% (P < 0.04). What is already clear from numerous publications, none more impressive than those of Heald 5 , is that the results of expert management in reasonably favourable cases of rectal cancer can be extremely good.
The Association of Coloproctology of Great Britain and Ireland has vigorously proposed that any surgeon wishing to practise colorectal surgery seriously should undergo an officially approved programme of training, followed by a special qualifying examination comparable with the US Board examination and similar arrangements in Australasia. I have no doubt that the increasing specialization within the various subsections of general surgery is beneficial, but how it will develop will differ from country to country and from centre to centre. In certain circumstances, administrative and logistical considerations may make such specialization virtually impossible. For example, in the small hospital with just three consultant general surgeons, all must remain generalists so as to provide an efficient 24-hour emergency service. But in all large hospitals some degree of specialization should be feasible, even if full-time specialists cannot be accommodated. In Britain, I expect to see an increasing number of general surgical appointments that include a special interest in some area such as breast, colorectal, hepato-biliary, or peripheral vascular surgery. To be officially nominated as a partial or complete specialist in such a field is an enormous help to a surgeon building up practice. This apart, it is highly desirable for the general surgeons at a hospital to recognize and support the special interests of their various colleagues instead of each competing for the same small share of everything. Unfortunately, such agreements amongst the surgical fraternity do not always come easily; and the alternative is to do what I did in Leeds on arrival in 1954--to make one's special interest known by writings, by addresses, and by the quality of care, I was fortunate and things rapidly turned my way, but in many instances this go-it-alone policy would yield results less speedily than official recognition or the informal agreement of colleagues,
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